.it, surgeons invariably appreciate this form of narcosis, and they soon realise its advantages. Shock practically never occurs. Whilst I am by no means a convert to Professor Crile's theory of shock, nor to the details of his method of anoci-association, I am a believer in the principle of the method, and am convinced that in the judicious combination of alkaloids and open ether we arrive at the best means of .carrying.out these principles.
The use of narcotics enables us in nearly all cases to maintain the anaesthesia with open ether. I have never deliberately set myself to follow them up with chloroform and consider that a practice to be deprecated. For a long time we have appreciated the dangers of overdosage, and lately, thanks to Dr. Goodman Levy,' we have learnt soniething of the dangers of under-dosage of chloroform. Again, chloroform lowers blood-pressure and conduces to shock and post-operative complications.
Another advantage of the use of alkaloids and open ether is to be seen in the after-cdondition of the patient. If he has had previous .experience of other methods he will, at any rate, appreciate this one. He generally sleeps comfortably for some time after the operation, and as a rule wakes up feeling none the worse for the experience, being -rarely troubled with vomiting or other post-ana3sthetic discomforts. Of .course, one occasionally comes across patients who are upset by morphia. -Speaking generally, I have found morphia vomiting more common in adolescents. Again, one occasionally meets with a type in which scopolamine appears to set up a great deal of excitement. There is no ,doubt that patients recovering from this narcosis require a little more careful watching than others. I Proceedings, 1914, vii, pp. 57-84. Dr. SHIPWAY: I am entirely in favour of the principle of giving narcotics before operation whenever possible. This is a real kindness to the patient and of much assistance to the aneasthetist. Morphine and atropine can be given in the majority of cases, but for very nervous patients scopolamine should be added, although it has the disadvantage that it sometimes makes induction slow and delays the attainment of relaxation in operations upon the upper abdomen. I am in favour of using small doses of morphine combined with atropine in mouth, nose and throat operations. As regards after-results, the preliminary injection of narcotics undoubtedly ensures a better recovery. I do not think, from careful inquiries, that flatulence is increased. There are, of course, some cases of idiosyncrasy to morphine; if this condition in the patient is known beforehand chloretone may be substituted, often with advantage. I have found it useful in some patients who have on previous occasions been much troubled with vomiting.
The PRESIDENT in closing the discussion, said: The present discussion has been, I think, useful and complementary to that of the last meeting of the Section, " On the Methods of Induction of Anaesthesia."
When the subject of the use of narcotic drugs as a preliminary to anaesthesia was brought before the Section several years ago but few of the members had had any extensive experience of their effect. Now most of us are able to give an expert opinion as to the advisability of using them. I quite agree with the opener of the discussion that as regards such drugs as morphia, scopolamine, omnopon, &c., their routine use in hospital practice is not advisable. In unskilled hands they are not free from risk. It is often impossible, in hospital practice, to say who may have to administer the anaesthetic in any individual case; and house officers vary so in their knowledge of the subject, that whereas these drugs are safe in one man's hands, they are not in another's. At St. Thomas's Hospital, a rule has been made that no narcotic drugs are to be used by the resident staff. The danger that may arise from their use especially applies to chloroform. And I go so far as to say that deep chloroform ancesthesia should never be induced subsequent to their administration. As to the use of atropine by itself, I do not think the foregoing remarks apply; as I have never seen any ill-effects from its use, and its property of arresting the mucous secretions may produce a beneficial effect. In private practice I make a point of either seeing the patient beforehand or communicating with the surgeon or doctor in charge of the case before ordering the administration of morphia and such-like narcotics. On the other hand, when a skilled anaesthetist is going to administer the anesthetic, and in selected cases, I am firmly convinced a preliminary injection of a small dose of morphia and atropine is highly desirable. As to the use of scopolamine I am not so certain. Its action is often not to be depended upon, and I have seen several cases in which definite toxic symptoms have supervened.
On the agenda the discussion has been divided into three parts, the induction, maintenance, and after-effects. Personally, at all these times I think good may arise from the use of morphia and atropine. First, in the pre-induction stage, the patient, who is often in a highly nervous
